In the spring of the present year, I mentioned at one of the meetings of the Medico-Chirurgical Society the case of a patient from whom I had removed a large piece of gangrenous transverse colon. The patient recovered from that operation with an artificial anus at the umbilicus, and I said that I hoped to complete the cure by some further operation, and report the case more fully at a later date. Accordingly, this evening I propose to read a short history of the case from its commencement, and to discuss briefly such points of interest as suggest themselves.
Mrs R., aged 38, was admitted from the Maternity Hospital into Ward VIII. of the Royal Infirmary on 14th April suffering from umbilical hernia. The previous history of the case was to the effect that the patient had suffered for seven years from an umbilical hernia of large size, which, however, had never given any trouble till ten days before admission. At that time the patient reports that she took a long walk, that the streets were slippery, and that she fancied she had strained herself by recovering herself in slipping. When she reached home the rupture was swollen and painful. Fomentations were applied, but as in a week's time she was no better she sent for her medical attendant. At this time Mrs R. was seven months pregnant, and as no success followed the attempts at taxis, a firm binder, which the patient was in the habit of wearing, was reapplied, and she was sent to the Maternity Hospital, as it was feared she was about to miscarry. The patient herself was under the impression that the child had been dead three or four days. At the Maternity Hospital no improvement took place, so she was transferred to Professor Annandale's Wards in the Infirmary, of which I happened to be in charge at the time.
On admission the following notes were taken:?The patient is a strong-looking woman, but enormously fat, being some eighteen stone weight. At There appeared to be no strangulation at all at the umbilical opening, and the gangrene seemed to have been caused by the pressure brought to bear on the contents of the hernia between the firm binder above and the pregnant uterus below.
We proceeded to cut away fifteen inches of colon which were absolutely gangrenous or beyond recovery, cleared out the putrid omentum and most of the sac, and having washed the wound out thoroughly with sublimate lotion, stitched the cut ends of the gut to the edges of the skin wound, and got the patient back to bed in an apparently dying condition.
I will not detain you by a detailed account of the fight between life and death for the few days following the operation; how a condition of profound collapse, as evidenced by a fluttering pulse of 160, Cheyne-Stokes respiration, and delirium, gradually gave way before assiduous treatment. On the second day after the operation the bowels moved through the wound for the first time. On the day following, i.e., 17th April, a seven months' child was born alive with one pain, the whole labour being over in the course of three minutes. that it could not be broken up. To cut into the gut without assistance in view of faecal extravasation was not lightly to be thought of. Mr Cotterill's plan of a rubber clamp passed through a hole in the mesentery could hardly be used in such a case, as its tendency would be to make folds in the bowel, whereas they desired to have it flattened out for convenience in suturing.
Under these circumstances the intestine was stitched to the abdominal wall, and after the elapse of some hours the stone was cut out.
This was done successfully; no faecal escape occurred.
On the fifth day, however, the patient died of cardiac syncope, without a trace of peritonitis. In other instances they had to deal with a gut already ruptured. In the case of an old woman, practically at death's door from strangulated hernia of more than a week's duration, it was thought right to relieve the constriction. As this was divided the gut accidentally slipped back into the pelvic cavity. The patient coughed, and a gush of faecal matter poured out. There was nothing for it but to extend the incision, find the gut, and stitch it to the wound, so as to make a faecal fistula. Warm boric lotion was meanwhile being pumped into the peritoneal cavity, and the faecal extravasation washed out. The patient rallied but slightly, and at the post-mortem the peritoneal cavity was found perfectly clean. Again, some years ago, he had to deal with a gut which was gangrenous. There was no faecal extravasation. Dr Gotterill, replying, said he preferred clamping the gut with a metal or rubber clamp to compression with the fingers, partly because the latter were in the way, partly because in a long operation they could not be trusted, and partly because their heat seemed to have an injurious effect on the bowel. He thought it was possible to tell when the needle had passed through the serous and muscular coats. These slid readily upon the mucous coat, which he did not think he had pierced once with the needle in his experiments. He might best give Dr M'Laren an idea of the distance of the sutures from one another by informing him that the sutures in any one row were about a line apart from each other, and the distance between the outer and inner rows was about onethird of an inch. The reason why he had adopted the operation he did in this case was because of the position of the portions of the bowel presenting. They lay parallel to one another outside the abdomen, separated by a mass of fat and cicatricial tissue. There was no sort of attempt at passage of faeces from one to the other.
Water injected into the lower portion flowed back along the sides of the tube. A rectal bougie could not be passed towards the
